I
n an urban health care system that is responsible for delivering care to approximately 90,000 adult patients, a typical primary care provider delivers care to a panel of about 2,000 patients 1, 2 . Among the 300 patients aged 65 years and older in this typical primary care provider panel, 150 of these older adults suffer from at least three chronic conditions, 195 patients report musculoskeletal pain, 93 patients report feeling anxious, and 63 patients are hospitalized every year [1] [2] [3] [4] . Applying relevant management guidelines for each chronic disease that is affecting the average older patient would lead to the prescription of approximately 12 medications with a cost of $400 per patient per month, numerous complex non-pharmacological regimens, and attention to conflicting recommendations and drug interaction across disease-specific guidelines 5 . In addition to managing acute illnesses, this primary care provider needs an estimated 10 hours per working day to deliver all of the recommended care for patients with chronic conditions and an additional 7 hours per day to provide preventive services 6 .
Only 24 patients of the entire 2,000 patient panel would have dementia in any given year. Within 6 years, 10 of these patients with dementia would die, and another 10 would require care in a skilled facility due to dementia progression 7 . Sadly, only 8 patients out of the 24 patients would be recognized by the primary care system as having dementia 1, 7, 8 . Patients with dementia in the primary care system also suffer from numerous chronic medical conditions, receive multiple prescriptions including psychotropic drugs, display a wide range of behavioral and psychological symptoms, and extensively utilize the health care system 2, 4, 8 . More than 20% of these patients with dementia are exposed to at least one definitely inappropriate anticholinergic medication and less than 10% are prescribed appropriate pharmacotherapy for their dementing disorder 4 .
Unfortunately, the complicated medical and psychiatric needs of these 24 demented patients affects not only their own care but also the health of their informal caregivers who become vulnerable to suffer from psychological burden, develop depression, use psychotropics and have high mortality rates 2, 4, 7, 8 .
The current primary care system is facing significant challenges in delivering safe, high quality, and cost-effective services to its patients in accordance with the various diseasespecific chronic care and preventive service recommendations. In response to the complex biopsychosocial needs of its older primary care patients, in general, and those with dementia in particular, the system often falls short of excellence 1, 4, 9-11 .
Primary care physicians report having insufficient time to spend with their patients and feel overworked and dissatisfied [9] [10] [11] [12] [13] . Changes in this care environment that continue to place increasing demands on providers are not only difficult, but may be harmful if the complexities of this environment are not taken into account. Thus, the most relevant and important question facing an older patient with dementia (and his or her family members) is: Does my primary care provider have the time, the resources, and the delivery vehicle to care for me?
In this issue of our journal, Hinton et al. 12 sheds more light on the challenges facing the primary care provider in caring for patients with dementia. They interviewed 40 providers from various health care organizations including academic medical centers, managed care, and solo private primary care practices. This excellent qualitative study again demonstrated that the current operational structure of primary care is not prepared to manage the biopsychosocial needs of patients suffering from dementia 12 . Reported limitations include insufficient provider time, inadequate reimbursement, poor access to dementia care expertise and community resources, lack of adequate communication across the various medical, social and community dementia care providers, and finally, the absence of an interdisciplinary dementia care team 12 . The results from this study are even more striking when one considers that Hinton et al. focused primarily on the challenges of managing behavioral problems in patients with dementia. It seems likely that similar or additional frustrations would be elicited by interviews focusing on a number of other aspects of caring for patients with dementia, such as the challenges of providing palliative care to this population 18 .
Dementia is characterized by a complex and prolonged interaction of cognitive, functional, behavioral, and psychological symptoms that decrease the quality of life for both the patient and the caregiver and lead to high health care utilization by both 7, 8 . Improving the health outcomes of this dyad requires three crucial steps. First, the development of multicomponent pharmacological and psychosocial interven- tions specific for dementia-related disability; second, the development of accurate outcome assessment methods that match the dosing of these interventions with the patient's and caregiver's individualized needs; and third, the development of innovative dementia care delivery processes such as those used in the Collaborative Chronic Care Models 13 . Notably, these models extend the dementia care setting beyond the primary care office into the homes and communities of patients and their caregivers.
Over the past decade, several research groups have successfully developed and evaluated various comprehensive dementia care programs 2, [14] [15] [16] [17] . These programs offer a flexible and comprehensive framework to modify the primary care delivery systems in accordance with the local resources and demands. The models recognize that communities will vary greatly in the available resources and that these resources will change over time. Moreover, these models emphasize the importance of collaboration and coordination of care across different health care providers, family, and community organizations and agencies.
The content of the ideal collaborative dementia care program would include the following (see Fig. 1 ):
1. A feasible dementia identification and diagnosis process including a reliable tool for periodic needs assessment and evaluation of ongoing therapy. 2. Pharmacological and psychosocial interventions that prevent or reduce the family caregiver's psychological and physical burden. 3. Self-management tools to enhance the patient and the caregiver skills in managing dementia disability and navigating the health care system. 4. Pharmacological interventions for care-recipients that target the cognitive, functional, and behavioral and psychological symptoms of dementia such as a. Enhancement of the patient's cholinergic system via prescribing cholinesterase inhibitors and decreasing exposure to medication with anticholinergic activities b. Improvement in medication adherence c. Reduction in cerebrovascular risk factors such hypertension, diabetes, and hyperlipidemia d. Prevention and management of delirium, depression, and psychosis superimposed on dementia 5. Case management and coordination with community resources including adult day care, respite care, and support groups. 6. Modification of the patient's physical home environment to accommodate dementia disability. 7. An increasing focus on palliative care needs as the illness progresses, including advance care planning, attentive management of pain and other symptoms, avoidance of burdensome and undesired medical treatments, and eventual discussion of referral to hospice.
Delivering the right dose and the right combination of the above critical components of dementia care program to the right dementia patient and the right caregiver at the right time is crucial. The typical primary care practice is not currently prepared to deliver this care. Primary care needs much greater support and integration with community services and access to dementia support teams if primary care is to succeed in caring for the growing population of older adults with dementia. As shown in the figure, finding efficiency and quality in this system will likely require a stepped-care approach where the intensity of specialty care varies according to the level of patient disability. Based on the complexity of the patient and the caregiver needs, the dementia support team could operate Fig. 1 . The ideal collaborative dementia care program in a periodic consultancy model, ongoing co-management mode or as the putative primary care provider (see Fig. 1 ). For older adults with advanced dementia, we need to begin a dialogue about the limits of primary care approaches. Such a dialogue must include both the strengths of a generalist approach and its weaknesses.
